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South Dakota Cardiovascular Collaborative State Strategic Plan 2017-2021

Download the entire South Dakota  Cardiovascular 
Collaborative Strategic Plan at  

doh.sd.gov/diseases/chronic/heartdisease
Vision: Healthy people, Healthy communities, Healthy South Dakota
Mission: Improve quality of life of all South Dakotans through prevention and control of heart disease and stroke

Goals

I. IMPROVE DATA COLLECTION 
Drive policy and population outcomes  
through improved data collection and  
analysis for heart disease and stroke.

II. PRIORITY POPULATIONS
Address prevention and treatment needs
of priority populations in South Dakota for 
heart disease and stroke.

III. CONTINUUM OF CARE  
Coordinate and improve continuum
of care for heart disease and stroke.

IV. PREVENTION & MANAGEMENT  
Enhance prevention and management
of heart disease and stroke.

Objectives

1. Identify and track data to support at least  
one heart disease and stroke policy  
change or recommendation by 2021.1

In Process*

2. Increase input into at least 4 data  
collection tools by organizations and/or  
individuals by 10% by 2021.2 In Process*

*Integrated across other goal areas

1. Decrease the age-adjusted death rate  
due to heart disease in the American  
Indian population from 212.5 per 100,000  
to 202.0 per 100,000 by 2021.3

Progress: 241.4 per 100,000 (2017)

2. Decrease the age-adjusted death rate  
due to stroke in the American Indian  
population from 48.5 per 100,000 to  46 
per 100,000 by 2021.3

Progress: 48.2 per 100,000 (2017)

1. Decrease emergency response times by  
decreasing average ambulance chute  
times from 5.23 minutes in 2018 to 4.25  
minutes by 2021.4 Progress: 5.23 mins  
(2018)

2. Increase the number of EMTs in South  
Dakota from 3,281 EMTs in 2016 to 3,850  
EMTs by 2021.4 Progress: 3,301 EMTs  
(2018)

3. Identify and designate 5 cardiac ready  
communities by 2021. Progress:
1 community pursuing designation  
(2019)

1. Decrease prevalence of heart attack from  
4.7% (2015) to 4.45% (5% decrease) by
2021.5 Progress: 4.9% (2017)

2. Decrease prevalence of stroke from
2.6% (2015) to 2.47% (5% decrease)
by 2021.5 Progress: 2.7% (2017)

Strategies

A. Identify and promote tracking of a  
common set of minimum cardiovascular 
health data for use for both prevention 
and improvement of post-cardiac event 
outcomes.

A. Promote the different models of team-
based, patient-centered care (health 
cooperative clinic, health homes, PCMH).

B. Maximize community-clinical linkages  
(e.g. CHW, different sectors).

C. Support policies that increase access  
to heart disease and stroke care for  
priority populations.

D. Improve collaboration with tribal  
communities.

A. Utilize results of needs assessment to  
address infrastructure and sustainability  
of EMS.

B. Ensure utilization and sustainability of  
community-based resources and programs  
such as Mission: Lifeline, LUCAS, and
pit-crew CPR for EMS services.

C. Identify and expand mobile integrated  
health programs.

D. Promote the cardiac ready community  
program to South Dakota communities  
ensuring at minimum 5 are enrolled in  
the program.

A. Encourage the implementation of  
quality improvement processes in  
health systems.

B. Promote awareness, detection and  
management of high blood pressure  
(clinical innovations, team-based care,  
and self-monitoring of blood pressure).

C. Support the expansion of prevention and  
lifestyle interventions in communities and  
for all ages across the lifespan.

https://doh.sd.gov/diseases/chronic/heartdisease/state-plan.aspx
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Community 
Health Workers 
page on DOH 
Website
https://doh.sd.gov/diseases/chr
onic/heartdisease/chw.aspx

Presenters Carley Swanson, RN, BSN
Clinical Learning and Development Specialist
Sanford Webster Medical Center
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INNOVATING CARE 
DELIVERY IN RURAL SOUTH 

DAKOTA
SANFORD WEBSTER MEDICAL CENTER

DAY COUNTY, SD

• Population: 5,505

• 25.4% 65 and older

• 1,027 square miles

Data retrieved from US Census Bureau; HRSA

• Critical Access Hospital

• Rural Health Clinic

• Designated Health 
Professional Shortage 
Area
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THE QUADRUPLE AIM

Quadruple 
Aim

Health 
Outcomes

Affordability

Team

Satisfaction

Quality 
Experience

Institute for Healthcare Improvement, 2018

Bridging Health and Home

Interprofessional 
Team

• RN-led
• CHW

Advisory 
Council

BCBH

FCN
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BRIDGING HEALTH AND HOME

SOCIAL DETERMINANTS OF HEALTH

•10%Physical 
Environment

• 20%Clinical Care

• 30%Health Behaviors

• 40%Social and Economic Factors

“Conditions in the environments in which people are born, live, learn, work, play, worship, and age that affect a wide range of 
health, functioning, and quality-of-life outcomes and risks”

(Healthy People 2020, 2020)

Factors 
Influencing 
Health

(County Health Rankings, 2014)
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MODELS OF CARE FOR CHWS

Norc.org;RHI Hub

• Bridge diverse populations to the healthcare 
system

Promotora/Lay Health 
Worker

• Increase access to healthcare services, deliver 
services and improve disease management

Member of Care 
Delivery Team

• focused on individuals with complex health 
conditions 

Care 
Coordinator/Manager

• focus on a specific health condition or problem 
within the communityHealth Educator

• similar to the health educator but includes 
intensive home visits

Outreach and 
Enrolment Agent

• identifying needs in the community and taking 
action

Community Organizer 
and Capacity Builder 

CHW DUTIES AND RESPONSIBILITIES

C
om

m
un

ity
 

H
ea

lth
 W

o
rk

er

Volunteer Management

Sanford Volunteers

Senior Companions

Chronic Disease Self-
Management

Better Choices, Better 
Health Workshops

Caregiver and Grief 
Support Group

Individual  Support and 
Goal Setting

Community Outreach

Blood Pressure 
Screenings and Checks

Health 
Promotion/Community 

Capacity Building
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HIRING FOR YOUR DEMOGRAPHIC

Life Experience 
vs. 

Educational Requirements

Behavioral 
Interview

Background and 
Expertise

Case Study
Critical Thinking 

Skills

Written 
Assignment

Communication 
Skills

Interview Components

HEALTH- RELATED QUALITY OF LIFE INDICATORS*

• 19% report increased satisfaction

Quality of Life

• 29% report improvement

Fatigue

• 39% report decreased average pain score

Pain

• 25% report increased satisfaction

Social Activities

Based on data from 78 participants after 6 months in the Bridging Health and Home Program.

* The PROMIS instrument was utilized to collect data points at initial and 6 month intervals 
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THE QUADRUPLE AIM IN PRACTICE

• 92% “Strongly Agree” it’s enjoyable to 
work on the Bridging Health and Home 
team and they respect each others 
roles 

• 83% Very Satisfied with Care
• Key Themes of Satisfaction:

• Flexible Access
• Support for Personal Health Advocacy
• Adequate time for Care

• Decreased Average A1C by 11%
• 25% increase in those meeting HTN goal
• Self efficacy increased by 13% with CDSMP

Health 
Outcomes

Quality 
Experience

Team 
Satisfaction Affordability
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Better Choices, Better Health® SD
Community Health Workers

Megan Jacobson MS, LN, RDN
SDSU Extension
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SD DHS

SDSU Extension BCBH-SD Lay Leader 
Training

Chronic 
Disease 

(CDSMP)

Chronic Pain 
(CPSMP)

Diabetes 
(DSMP)

Cancer (CTS)
SD DOH

Centralized 
Management

Referrals Data Leaders
Implementation 

Sites
Host 

Organizations

Workshop 
Wizard

Chronic Disease Self-Management Education

6-Week 
Workshops

BCBH-SD 
Community Health 

Worker Model
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BCBH-SD CHW Model

Objective: Pilot a CHW model in rural, 
tribal, and medically underserved 

populations to strengthen and increase 
reach and access to BCBH® SD services

BCBH-SD 
CHW

SNAP-Ed 
Nutrition 
Assistant

BCBH-SD CHW Training

Training Evidence-Based Programs Audience

Lay Leader Certification Training
Chronic Disease Self-Management Education Adults
Walk With Ease Adults
Fit & Strong Adults

National Nutrition Paraprofessional Online 
Certification Training

Supplemental Nutrition Assistance Program 
Education (SNAP-Ed)

Youth & Adult SNAP 
participants and other 
low-income individuals

Indian Health Service (IHS) Community 
Health Representative Orientation Webinar

Community Health Representative Basic
Training

AI/AN communities
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SD Medicaid has approved BCBH®SD 
curriculum as a CHW training program

Billing, Care Coordination 
Team, Licensed Clinician 

Oversight

Training, Community 
Outreach, Evaluation, 

Lead Employer

SDSU Extension Healthcare System

P
atient 

R
eferral

BCBH® SD 
Referral 

Coordinator

BCBH-SD 
Community 

Health Workers

Goal: Develop partnerships with rural primary 
care settings to support the BCBH® SD 
delivery model and sustain the BCBH® SD 
program in rural communities

Health System

BCBH-SD CHW Model

Lindsey Syltie

Meet Our BCBH-SD CHWs

Julian Witte
Location: 
Brookings, SD

Focus: Chronic 
Pain Management, 
Mental Health

Population: Farm/ 
Agriculture

Location: 
Sioux Falls, SD

Focus: ESL (fluent in 
Spanish & German)

Population: Hutterite, 
Spanish-Speaking



Leveraging CHWs in South Dakota to Improve 
Program Outcomes

4/21/2020

13

CREDITS: This presentation template was 
created by Slidesgo, including icons by Flaticon, 
and infographics & images by Freepik. 

www.betterchoicesbetterhealthsd.org

extension.sdstate.edu

@BCBHSD

THANKS!

Questions
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Contact Information

Larissa Skjonsberg, BS
Nutrition & Physical Activity Program Director
South Dakota Department of Health
Office of Chronic Disease Prevention and Health Promotion
615 E 4th Street Pierre, SD 57501
Email: larissa.skjonsberg@state.sd.us | Phone: (605) 773-3737


